idiopathic cerebral spinal pleocytosis,-4 often unresponsive to immunosuppressive treatment.4 We report here an unusual presentation of this disease that presented as a diagnostic challenge.
The patient, a 73 year old woman, with unremarkable history and no treatment presented in February 1990 with a painful redness 3-4 mm in diameter at the base of the nose, which was treated with amoxycillin and clavulanic acid for two weeks without improvement. In mid-March conjunctivitis of the right eye was successfully treated with steroid and antibiotic ointment. At the beginning of April low grade fever, odynophagia, and hoarseness appeared, followed two weeks later by neck pain without meningeal signs, which disappeared with diclofenac treatment. An upper right eyelid paresis and disturbance of the level of consciousness led to hospital admission.
The patient was acutely ill, drowsy, and slow in mentation, but fully orientated. Her temperature was 38 7°C. Neurological examination showed a drop of the right eyelid but no other sign of Horner's syndrome, a slight unilateral facial weakness, conjunctival inflammation of both eyes that was more marked on the right side, and a slight stiffness of the neck without any other meningeal sign. No other physical abnormality was noted.
The erythrocyte sedimentation rate was 140 mm/h, haemoglobin 132 g/l, packed cell volume 0 4, white cell count 25 9x 10'/l (neutrophils 91%), and platelet count 512 x109/l. Results of routine blood analyses were otherwise normal. A lumbar puncture yielded turbid cerebrospinal fluid evocative of bacterial infection (table) 
